THE patient is a short, spare, woman, aged 48, who presents an irregular atrophic condition of the face affecting both cheeks, but most marked on the right side, and producing pronounced disfigurement. The atrophy has resulted from the involution of pinkish nodules and plaques. On the right side of the face the skin is atrophic and irregularly depressed from the right malar prominence down to the angle of the jaw, while the malar region on the left side is similarly affected.
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The general health and nutrition of the patient are good. In her childhood she suffered from tuberculous glands in-the neck and axilla on the right side, the scars of which are still noticeable, but she has no signs of active tuberculosis. There is a history also of tubercle in the family, a sister having died of phthisis.
She first came under the observation of the exhibitor at Charing Cross Hospital eight years ago, when over the right malar prominence she presented a reddish, slightly infiltrated plaque about the size of a penny with a well-defined irregular outline, the surface of which was smooth and covered with a network of dilated capillaries. On the left A-5 side of the forehead there was a small reddish nodule with a telangiectatic surface. The diagnosis then made was lupus erythematosus of the nodular variety as described by the late Dr. Radcliffe-Crocker. The lesions were treated by zinc ionization and disappeared after a few applications, being followed by atrophy involving not only the skin, but also the underlying subcutaneous tissue. The atrophic skin has not the appearances usually associated with the scarring left by lupus erythematosus; there are no follicular pits-indeed, some of the lanugo hairs h'ave remained, and the surface of the skin is smooth and soft. It seems as if the main part of the atrophy has taken place, not in the skin, but in the subcutaneous tissue immediately underlying it.
The diagnosis is exceptionally difficult, but that of nodular lupus erythematosus seems the most probable. The This case reminds me of one I bad a fewv years ago, almost identical in appearance. My patient, however, had the condition well developed when I saw her. She had marked atrophy on the left side only, which gave the impression that her malar process had been removed, but she had never had an operation. She had a punched-out ulcer in the margin of it which was obviously syphilitic. It healed up with antisyphilitic treatment. There had never been ulceration over the rest of the patch. The patch was not produced by ulceration, and so far as could be determined it was preceded by a rash, which had been scraped and X-rayed, after which, as the patient expressed it, " the tissues faded away." It was an asymmetrical case. I have a photograph of it; the condition had been coming on for seven years when I first saw her. in which hemiatrophy of the face, or of the face and whole body, has been accompanied by sclerodermatous changes (not necessarily limited to the side of the hemiatrophy).
The PRESIDENT: I agree with Dr. MacLeod's view of the case.
Dr. S. E. DORE: I understand that Dr. AlacLeod diagnosed the precedent condition as lupus erythematosus. I once had a somewhat similar case in a middle-aged woman in which treatment was followed by deep atrophy of the skin of the same type, and in which the diagnosis of the " lupus erythematosus nodularis" of Radeliffe-Crocker was made. I have seen cases in which a condition analogous to sclerodermia has followed lupus erythematosus, but I think this case is not of that kind.
Dr. G. PERNET: I do not remember ever seeing anything quite like this case. As Dr. MacLeod has been observing the case for eight years and is able to exclude morpheea and sclerodermia, I think we can clearly exclude those conditions. Dr. MIAcLEOD (in reply): There has been no definite sclerodermia in this patient, but simply an atrophy in wbich the skin remained soft and pliable, following the removal of the indurated lesions by treatment. (March 16, 1916.) Case of Staphylococcia in a Xerodermatous Patient.
THE patient is a girl, aged 6, who first came under observation in October, 1915. She then presented closely aggregated pustules in multiple foci and ent nappe, which extended at the periphery and involved the scalp, face, neck and limiibs. The disease started at the age of 2. Xerodermia is also present. There is inguinal and felmloral adenitis.
In addi'tion to local renmedies, the treatment has consisted of vaccine injections of stock mixed staphylococcus, gradually increased from one million to 200 million, and internally thyroid from the point of view of the xerodermia. The patient has improved considerably.
Although a case of this kind would be classed under the heading of eczema, I consider it comes into the category of staphylococcia, and
